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Since 1986, interferon-alfa (IFN-α) monotherapy has been administered for patients with chronic hepatitis C (CHC). However,
sustained response rate is only about 8% to 9%. Subsequent introduction of ribavirin in combination with IFN-α was a major
breakthrough in the treatment of CHC. Sustained virological responses (SVRs) rate is about 30% in hepatitis C virus genotype 1
(HCV-1) patients, and is about 65% in HCV-2 or -3 patients. After 2000, pegylated interferon (PegIFN) much improved the rates
of SVR. Presently, PegIFN-α-ribavirin combination therapy has been current standard of care for patients infected with HCV. In
patients with HCV-1, treatment for 48 weeks is optimal, but 24 weeks of treatment is suﬃcient in HCV-2 or -3 infected patients.
Clinical factors have been identiﬁed as predictors for the eﬃcacy of the IFN-based therapy. The baseline factor most strongly
predictive of an SVR is the presence of HCV-2 or -3 infections. Rapid virological response (RVR) is the single best predictor of
an SVR to PegIFN-ribavirin therapy. If patients can’t achieve a RVR but achieve a complete early virological response (cEVR),
treatment with current standard of care can provide more than 90% SVR rate. HCV-1 patients who do not achieve an EVR should
discontinue the therapy. Recent advances of protease inhibitor may contribute the development of a novel triple combination
therapy.
1.Introduction
Interferon-alfa (IFN-α) monotherapy has been found with
normalization of alanine aminotransferase (ALT) levels in
a few patients diagnosed as non-A, non-B hepatitis even
before hepatitis C virus (HCV) was identiﬁed as the chief
etiologic agent in this diagnosis [1]. In 1989, the ﬁrst cases
of successful treatment of documented chronic hepatitis
C (CHC) with IFN-α monotherapy were reported, but
relapse after the cessation of treatment was common [2,
3]. The introduction of combination therapy with IFN-α
and ribavirin has markedly improved treatment response.
Nevertheless, less than one-half of patients with CHC were
able to experience a favorable response to the combination
therapy [4–6]. Since 2000, the attachment of inert polyethy-
leneglycoltoconventional IFN-α,pegylat edIF N -α(PegIFN-
α), reduced degradation and clearance, prolonging the half-
life of IFN and permitting less frequent, weekly dosing
while maintaining higher sustained IFN levels (compared
with 3 times weekly for conventional IFN). Now, PegIFN-
α-ribavirin combination treatment has been recommended
for all patients infected with HCV. For patients infected with
HCV genotype 1 (HCV-1), the recommended treatment
duration is 48 weeks, whereas for patients infected with
HCV-2 or HCV-3, the recommended treatment duration is
24 weeks [7].
2. ApprovedAgentsforTreatmentofHepatitisC
2.1. IFN-α. IFNs are natural cellular proteins with a variety
of actions. There are two distinct but complementary
mechanisms for the antiviral eﬀects of IFN-α: (a) induction
of a non-virus-speciﬁc antiviral state in infected cells,
resulting in direct inhibition of viral replication, and (b)
immunomodulatory eﬀects that enhance the host’s speciﬁc
antiviral immune responses and may accelerate the death
of infected cells [8]. A number of diﬀerent IFNs have been
used [9]. The U.S. Food and Drug Administration (FDA)
has approved 3 IFN preparations for treatment of HCV: (a)
3 million units (MUs) IFN-α-2a 3 times weekly; (b) 3 MUs2 Hepatitis Research and Treatment
of IFN-α-2b 3 times weekly; and (c) 9μgs of IFN alfacon-1
twice weekly, or 15μg 3 times weekly in nonresponders [10].
2.2. Peginterferon (PegIFN). PegIFN is a product of pegyla-
tion to conventional IFN (the attachment of inert polyethy-
lene glycol (PEG) polymers to a therapeutic protein such as
IFN). The larger molecular size of the compound results in
a longer half-life due to reduced clearance, while retaining
biological activity, and allows more convenient once-weekly
dosing. Two PegIFNs [11, 12] were studied: (a) PegIFN-α-
2a, a 40kDa branched molecule with a terminal half-life of
80 hours (range: 50–140 hours) and a mean clearance of
22mL/hr·kg administered at a ﬁxed 180μgp e rw e e ka n d
(b) PegIFN-α-2b, a 12kDa linear molecule with a mean
terminal half-life of 40 hours (range: 22–60 hours) and a
mean clearance of 94mL/hr · kg, administered on the basis
of weight (1.5μg/kg/week). Maximal serum concentrations
(Cmax) occur between 15 and 44 hours post dose and
are sustained for up to 48–72 hours. These two PegIFNs
much improved the rates of SVR in comparison with their
nonpegylated counterparts [11, 12].
2.3. Ribavirin. Ribavirin (1-β-D-ribofuranosyl-1,2,4-triazo-
le-3-carboxamide) is an oral purine nucleoside analogue
with broad activity against viral pathogens [13]. Clearance
of ribavirin is markedly reduced with renal insuﬃciency
[14]. The mechanism of action of ribavirin in CHC remains
controversial. Among the suggested, but not proven, roles
of ribavirin in the treatment of CHC are an immunologic
modulation through switching the T-cell phenotype from
type 2 to type 1; inhibition of host inosine monophosphate
dehydrogenase activity; depletion of intracellular guanosine
triphosphate pools; induction of mutational catastrophe;
or a moderate, transient, early direct antiviral eﬀect [15].
Ribavirin may lead to rapid and lethal mutation of virions
or depletion of intracellular guanosine triphosphate, which
is necessary for viral RNA synthesis [16]. Additionally,
ribavirin may act synergistically with IFN by upregulating
theactivityofdouble-strandedRNA-activatedproteinkinase
and enhances the action of interferon-alfa against hepatitis C
virus [17].
The most interesting clinical observation is that ribavirin
monotherapy had a minimal eﬀect on HCV viremia, despite
the fact that serum ALT levels were reduced signiﬁcantly
in a considerable proportion of patients with chronic HCV
infection [18]. However, the combination of ribavirin and
IFN provides a clinically synergistic anti-HCV eﬀect. Hence
it was proposed that ribavirin may exert its eﬀect on the
host immune response. Several studies on virus-speciﬁc T-
cell reactivity in association with IFN treatment have found
increased numbers of patients with CHC with demonstrable
HCV-speciﬁc Th responses either during treatment or after a
sustained therapeutic response. These ﬁndings raise the pos-
sibility that enhancement of HCV-speciﬁc T-cell reactivity
may be one mechanism for successful antiviral treatment.
HCV-speciﬁc T-cell reactivity was uncommon at baseline
but increased markedly during antiviral therapy, peaking
around treatment weeks 4–8 [19]. The main diﬀerence in
T-cell reactivity of patients treated with IFN-ribavirin was
a signiﬁcant decrease of the expression of IFN-Υ,w h e r e a s
INF-Υ expression was similar to that in patients receiving
IFN monotherapy. The greater eﬃcacy of ribavirin may exert
an anti-inﬂammatory eﬀect and may help reducing IFN-γ-
driven T-cell activation and liver damage [20].
3. Assessment of Treatment Response
forHepatitisC
In earlier studies, the primary end point for HCV therapies
was a biochemical response, deﬁned as the normalization
of ALT levels [2, 3]. The introduction of virologic assays to
detect HCV RNA further allows the assessment of a virologic
response, deﬁned as polymerase chain reaction- (PCR-)
seronegative (50IU/mL, or 100copies/mL) for HCV RNA.
Histological response has been assessed in some clinical
studies, but there is little indication for posttreatment biopsy
in clinical practice.
Four on-treatment and three patterns of oﬀ-treatment
virological responses to antiviral therapy for hepatitis C have
emerged over the past decade [21–23]. They include the
following:
(1) rapid virologic response (RVR): PCR-seronegative of
HCV RNA at week 4;
(2) early virologic response (EVR): there are two kinds
stratiﬁcations of EVR:
(a) complete EVR (cEVR): PCR-seronegative of
HCV RNA at week 12;
(b) partial EVR (pEVR): decrease of HCV RNA by
>2 log from baseline values at week 12;
(3) end-of-treatment virologic response (ETVR): PCR-
seronegative of HCV RNA at the end of therapy;
(4) virologic breakthrough: HCV RNA reappearance in
serum while still on treatment;
(5) sustained virologic response (SVR): PCR-seronegative
of HCV RNA 6 months after completing therapy;
(6) virologic Relapse: PCR-seronegative of HCV RNA at
the end of therapy, with return of circulating virus
after completion of therapy;
(7) nonresponders: persistently seropositive for HCV
RNA throughout treatment.
More than 97% of patients with SVR remain nonviremic
by PCR for the subsequent 5–14 years [24, 25]. These
patientsareregardedashavingahighprobabilityofadurable
biochemical, virologic, and histological response [26].
4. Evolution of IFN-Based Therapy for
ChronicHepatitisC
4.1. IFN-α Monotherapy. Until the 1990s, the only therapy of
proven beneﬁt for patients with CHC was IFN-α. Initially, a
6-monthcourseof3weeklyinjectionsof3MUsofIFN-αwasHepatitis Research and Treatment 3
approvedfortreatmentofCHC, andabiochemical response,
deﬁned as the normalization of ALT levels, was assigned as
the primary end point [2, 3]. IFN-α monotherapy suppresses
serum HCV RNA to undetectable levels and normalizes the
ALT level in 25% to 40% of CHC patients, usually within
the ﬁrst 2-3 months of treatment. However, these initial
responses to IFN-α monotherapy are usually transient, and
sustained response is documented in only about 8% to 9% of
patients [27].
WhenvirologicassaysfordetectionofHCVRNAbecame
available, the virological response rates were observed to
be lower than those reported with biochemical end points.
In the meta-analysis of IFN-α monotherapy [28], nor-
malization of ALT levels at the end of treatment and 6
months after stopping treatment was seen in 47% and 23%
of treated patients, respectively. ETVR and SVR, however,
were observed in only 29% and 8% of treated patients,
respectively. Improvement of eﬃcacy on CHC could be
achieved with higher doses and/or a longer duration of IFN-
α monotherapy. A doubling of the duration of therapy to 12
months increased the frequency of SVRs to approximately
20%. The best eﬃcacy/risk ratio was in favor of 3 MUs of
IFN-α 3 times weekly for at least 12 months in treatment-
na¨ ıve patients with CHC [27].
4.2. IFN-α and Ribavirin Combination Therapy. The intro-
duction of ribavirin in combination with IFN-α was a
major breakthrough in the treatment of CHC. Even though
ribavirin monotherapy was shown to be ineﬀective [18],
the rate of SVRs was 43% and 6% for the IFN-α-2a with
and without ribavirin combination [4], respectively, and
36% and 18% for the IFN-α-2b with and without ribavirin
combination [29]. A meta-analysis in 1995 showed that
the SVR rate was signiﬁcantly higher for IFN-ribavirin
combination therapy than for IFN or ribavirin monotherapy
(odds ratio [OR]: IFN-ribavirin versus IFN = 9.8; 95%
conﬁdence interval [CI] = l.9–50) [30].
Several landmark studies then followed and consis-
tently demonstrated the dramatically improved responses
to combination therapy, especially for HCV-2 or HCV-3
patients. In 1998, two multicenter randomized controlled
trials (RCTs) (one U.S. study and one international study)
totaling 1,744 previously untreated patients with compen-
sated CHC compared 24- and 48-week drug regimens of
IFN-α-2b monotherapy (3 MUs 3 times weekly) with those
of IFN-α-2b and ribavirin (1.000mg/day or 1.200mg/day
for patients weighing <75kg or >75kg, resp.) combination
therapy followed by 24 weeks of oﬀ-therapy followup [5, 6].
The overall SVR rates for 24 and 48 weeks of therapy were
33% and 41%, respectively, for patients receiving IFN-α-
2b-ribavirin, compared with SVR rates of 6% at 24 weeks
and 16% at 48 weeks IFN-α-2b monotherapy. In addition
to deﬁnitively showing the beneﬁt of combination therapy
over IFN alone, these studies made several other impor-
tant clinical points. First, a striking reduction in hepatic
inﬂammation was seen in sustained virological responders.
Second, the likelihood of response to treatment was related
to pretreatment virus level and genotype. SVRs to 48 or
24 weeks of combination therapy occurred in 29% and
17% of HCV-1 patients, respectively, and in 65% and 66%
of HCV-2 or HCV-3 patients. The two studies reinforced
the importance of longer duration therapy for 48 weeks
in patients with HCV-1 infection. Similarly, SVRs to 48
or 24 weeks of combination therapy occurred in 38% and
27% of patients with pretreatment HCV RNA levels of
greater than 2 × 106 copies/mL, respectively, but the SVR
r a t e sw e r en od i ﬀerent for those with lower levels (45%
and 43%, resp.). A systematic review in 2001 included data
from15trialsinwhichpatientsreceivedIFN-αmonotherapy
or IFN-α-ribavirin combination therapy. In comparison
with IFN-α monotherapy, combination therapy reduced the
nonresponse rate (absence of SVR) by 26% in treatment-
na¨ ıve patients (relative risk = 0.74; 95% CI = 0.70–0.78).
Morbidity and mortality showed a nonsigniﬁcant trend
during treatment in favor of combination therapy.
In 1998, the FDA approved the combination of IFN-
α and ribavirin for patients with chronic HCV infection.
In 1999, the EASL International Consensus Conference on
Hepatitis C recommended that, for patients with CHC who
havenotbeenpreviouslytreated,(a)standardtherapyshould
consist of IFN-α and ribavirin in combination for 24 weeks
and that (b) treatment should be extended to 48 weeks in
patients with both HCV-1 and HCV RNA levels greater than
2 × 106 copies/mL [31].
4.3. PegIFN-α Monotherapy. Four RCTs compared the eﬃ-
cacy and safety of once-weekly PegIFN-α monotherapy
compared with IFN-α monotherapy three times per week
for the treatment of chronic HCV infection in treatment-
na¨ ıve patients [11, 12, 32, 33]. The initial studies of PegIFN-
α evaluated the dose-ranging eﬃcacy of monotherapy. The
recommended dose of PegIFN-α-2a monotherapy, admin-
istered ﬁxed at 180μg/week for 48 weeks, achieved higher
SVR rates compared with IFN-α-2a monotherapy (30% to
39% versus 8% to 19%) [12, 32, 33]; the PegIFN-α-2b
monotherapy, administered according to body weight at
1.5μg/kg/week for 48 weeks, achieved an SVR rate of 23%,
compared to 12% with IFN-α-2b monotherapy [11].
Ofnote,Heathcoteetal.[32]conductedtheﬁrstsubstan-
tiveprospectivestudyconﬁnedtopatientswithcompensated
cirrhosis or advanced ﬁbrosis. Cirrhosis has been a poor
predictor of responsiveness and is associated with a high
risk of leucopenia and thrombocytopenia [5, 6]. This study,
however, showed that PegIFN monotherapy was both well
tolerated and eﬀective in cirrhotic CHC patients, with an
S V Rr a t eo f3 0 % .
PegIFN monotherapy has been recommended for
patients with contraindications to ribavirin, such as those
with renal insuﬃciency, hemoglobinopathies, and ischemic
cardiovascular disease. Some clinical trials have been
reported to date in these populations [34, 35]. For patients
with contraindications to ribavirin but who have indications
for antiviral therapy, PegIFN represents the best option of
treatment.
4.4. PegIFN-α and Ribavirin Combination Therapy. The
results of PegIFN-α monotherapy encouraged more clinical4 Hepatitis Research and Treatment
trials to go on and anticipation that combination therapy
with PegIFN-α and ribavirin would be even more eﬀective.
The earlier two large RCTs were applied with ﬁxed durations
of 48 weeks [36, 37]. In these trials, PegIFN-α-2b was dosed
by weight (1.5μg/kg was FDA approved) and coupled with
800mg of ribavirin; PegIFN-α-2a was given at a ﬁxed dose of
180μg along with a weight-adjusted, higher dose of ribavirin
(1.000mg/day or 1.200mg/day for patients weighing <75 kg
or >75kg, resp.). The overall response rate in clinical trials
was 54% to 56%. These trials demonstrated that higher SVR
rates could be achieved with the combination of PegIFN-
α weekly plus oral ribavirin given twice daily than with the
combination of IFN-α given 3 times weekly plus ribavirin or
than with PegIFN-α monotherapy.
The issue of inﬂuence of ribavirin dose by body weight
on the response rate was ﬁrst addressed. In the PegIFN-
α-2b study, a post hoc analysis demonstrated that an SVR
of 61% was achieved in the subgroup whose daily dose of
ribavirin exceeded 10.6 mg/kg. Logistic regression analyses
observed that the response rates generally increased as
ribavirin dose increased up to about 13mg/kg/day. Actually,
the optimal ribavirin dose has not been deﬁned. Some
studies highlighted the potential importance of higher doses
of ribavirin [38, 39]. The ﬁrst 4 weeks of weight-based
ribavirin exposure (>13mg/kg/day) have been associated
with the achievement of an RVR [40]. In non-RVR patients,
oneposthocanalysisshowedthatprovidingandmaintaining
optimal dose of ribavirin within 12 weeks of treatment
was pivotal for the attainment of a cEVR [41]. Patients
with a cEVR in this study received a ribavirin dose of
16.3mg/kg/day. Moreover, a higher weight-based dose of
ribavirin(15.2mg/kilogram/day)wasassociatedwithalower
relapse rate and higher SVR rate [42].
Later, the optimal treatment duration and ribavirin dose
were investigated in a multicenter RCT in which all CHC
patients received PegIFN-α-2a at a dose of 180μg, while
patients in the four arms received either 24 or 48 weeks of
ribavirin at a dose of 800 mg or at the higher, weight-based
doses of 1.000 or 1.200mg daily [43]. In the subsequent
registration trial, a high frequency of SVRs occurred in
patients with HCV-2 or HCV-3, regardless of the regimen
(79% to 84%), but optimal frequencies of SVRs in HCV-
1 (52%) required longer duration and full-dose ribavirin,
independent of the level of HCV RNA. In patients with
HCV-1 with a low viral load (<2 × 106 copies/mL, or
800.000IU/mL), the SVR was highest in those who had
received the higher ribavirin dose and who were treated for
48 weeks (61%). This regimen was also optimal for patients
with HCV-1 and a high viral load (SVR rate: 46%). In
contrast, in patients with HCV-2 or HCV-3, regardless of
the pretreatment viral load, no diﬀerences were detected
with the 4 treatment regimens. Another single-arm, open-
label, historical-control study of 24 weeks of treatment with
PegIFN-α-2b plus ribavirin limited to patients with HCV-
2 or HCV-3 demonstrated that 24 weeks of treatment was
suﬃcient in HCV-2- or HCV-3-infected patients, with an
overallSVRrateof81%[44].Thisstudysupportsthecurrent
recommendationsthatpatientswithHCV-1require48weeks
of PegIFN-α therapy with higher doses of ribavirin, while
patients with HCV-2 or HCV-3 can be treated for only 24
weeks and with only 800mg daily of ribavirin [7, 45].
So far, there are 3 RCTs to compare the rates of SVR
of these two PegIFNs. One RCT showed no signiﬁcant
diﬀerence between the two available peginterferon-ribavirin
regimens in patients infected with HCV genotype 1 [46].
TwoRCTsshowedthatSVRratesweresigniﬁcantlygreaterin
HCVpatientstreatedwithPegIFN-α-2athanpatientstreated
with PegIFN-α-2b [12, 47, 48]. One recent meta-analysis
showed that peginterferon alpfa-2a signiﬁcantly increased
the number of patients who achieved a sustained virological
response (SVR) versus peginterferon alfa-2b (47% versus
41%; risk ratio: 1.11; 95% conﬁdence interval: 1.04–1.19;
P = .004 (eight trials)) [49].
4.5. Contraindication and Adverse Events of IFN-Ribavirin
and Management. Contraindications and adverse events of
IFN-ribavirin therapy are listed in Table 1. Physicians should
look speciﬁcally for contraindications to antiviral therapy
and assess both therapeutic risk and beneﬁt. Ribavirin is
contraindicated in pregnancy, necessitating strict precau-
tions and contraception in women of childbearing age and
their sexual partners and in HCV-infected men with female
partners of childbearing age. Flu-like side eﬀects of IFN
can be managed with acetaminophen or nonsteroidal anti-
inﬂammatory drugs; antidepressants and hypnotics can be
used for depression and insomnia, respectively. For manage-
ment of neutropenia, dose reduction suﬃces; the addition
of granulocyte colony-stimulating factor is generally not
recommended, although it may be considered in individual
cases of severe neutropenia. Treatment with ribavirin should
beavoidedinpatientswithischemiccardiovascularandcere-
brovascular disease and in patients with renal insuﬃciency.
If anemia occurs, options include ribavirin dose reduction or
the addition of erythropoietin. Patients with decompensated
cirrhosis are at high risk of adverse events and relatively
contraindicated to IFN-ribavirin.
Patients receiving combination therapy had an increased
risk for requiring medication dose reduction (RR = 2.44;
95% CI = 1.58–3.75) or discontinuation (RR = 1.28;
95% CI = 1.07–1.52) compared with those receiving IFN
monotherapy [50]. The rates of IFN dose reduction and dis-
continuation were similar among subjects receiving PegIFN
and conventional IFN [11, 12].
5.FactorsAssociatedwithTreatmentEfﬁcacy
With the great progress in the management of CHC, clinical
factors have been identiﬁed as predictors for the eﬃcacy of
theIFN-basedtherapy.Theycouldbedividedintotwomajor
categories: baseline and on-treatment predictors (Table 2).
5.1. Baseline Predictors of Response to IFN-Based Therapy
5.1.1. Virologic Factors. The pretreatment variable most
strongly predictive of an SVR is the presence of HCV-2 or
HCV-3 infection [51], whether with conventional IFNs or
PegIFNs, alone or in combination with ribavirin [5, 6, 36,
37]. On the basis of variations in the nucleotide sequenceHepatitis Research and Treatment 5
Table 1: Contraindications and adverse eﬀects of hepatitis C therapy.
Contraindications
Absolute contraindications
Major, uncontrolled depressive illness; autoimmune hepatitis or other condition known to be
exacerbated by interferon and ribavirin; untreated hyperthyroidism; pregnant or
unwilling/unable to comply with adequate contraception; severe concurrent disease such as
severe hypertension, heart failure, signiﬁcant coronary artery disease, poorly controlled diabetes,
obstructive pulmonary disease; under 3 years of age; known hypersensitivity to drugs used to
treat HCV
Relative contraindications
Decompensated liver disease; solid organ transplantation (except liver); coexisting medical
conditions: severe anemia (hemoglobin level < 100g/L), neutropenia (neutrophil count < 0.75 ×
109/L), thrombocytopenia (platelet count < 40 × 109/L), hemoglobinopathy, uncontrolled heart
disease (angina, congestive heart failure, signiﬁcant arrhythmias), cerebrovascular disease,
advanced renal failure (creatinine clearance < 50mL/min)
Adverse eﬀects
Interferon or peginterferon
Flu-like symptoms (fever, fatigue, myalgia and headaches); mild bone marrow suppression
(especially, leucopenia and thrombocytopenia); gastrointestinal manifestation (anorexia, nausea,
vomiting and diarrhea); emotional eﬀects (depression, irritability, diﬃculty concentrating,
memory disturbance and insomnia); dermatological manifestation (skin irritation, rash and
alopecia); autoimmune disorders (especially thyroid dysfunction); weight loss; tinnitus and
hearing loss; retinopathy (usually not clinically signiﬁcant); hyperglycemia; seizures; renal
function impairment; pneumonitis.
Ribavirin Hemolytic anemia (dose dependent); cough and dyspnea; rash and pruritis; nausea; sinus
disorders; teratogenicity.
Table 2: Factors associated with response to interferon-based
therapy for hepatitis C.
Baseline
Virological factors
Hepatitis C virus genotype
Hepatitis C viral loads
Quasispecies
Host factors
Bridging ﬁbrosis/cirrhosis
Gender
Age
Ethnicity
Insulin resistance
Obesity
Hepatic steatosis
Host genetics: genetic variation in IL28B
Coinfection with HIV
Nonresponse to previous interferon-based therapy
On-treatment
Rapid virological response (RVR) at week 4
Early virological response (EVR) at week 12
C o m p l e t eE V R( c E V R )v e r s u sP a r t i a lE V R( p E V R )
Medical adherence
of HCV, six genotypes (numbered 1–6) and more than 50
subtypes (identiﬁed by lowercase letters, e.g., 1a and 1b)
have been identiﬁed [52]. Why HCV-1 is harder to treat
than other HCV genotypes is not yet fully understood.
Several studies demonstrated that there exists a genotype-
speciﬁc diﬀerence of viral kinetics [23, 53]. The turnover
of hepatocytes infected with HCV-1 is slower than that
of hepatocytes infected with other HCV genotypes after
initiation of IFN-based therapy [53, 54], implying that
HCV-1 might be more resistant to antiviral therapy. Under
the current recommendation [7], SVR rates were 42% to
60% for HCV-1 infection with a 48-week PegIFN-ribavirin
treatment, compared with 76% to 95% for HCV-2 or HCV-
3 infections with a 24-week regimen [23, 36, 37, 43, 44,
55, 56]. Patients with HCV-4, which is common in Egypt,
are intermediate in responsiveness to therapy between those
infected with HCV-1 and HCV-2 or HCV-3, and it is
suggested that they should be treated for a full 48 weeks with
full-dose ribavirin, like patients with HCV-1 [4, 41]. There
is insuﬃcient experience to provide recommendations for
the treatment of persons with HCV-5 and HCV-6 so far.
Experienced providers need to make treatment judgments
on a case-by-case basis. Since HCV genotype is the strongest
predictor of responses to IFN-based therapy for CHC, it
should be determined in all HCV-infected persons prior
to treatment to determine the duration of therapy and the
likelihood of response [7].
Pretreatment HCV RNA level, even less important than
HCV genotype, is a predictor of sustained response in IFN-
based therapy [5, 6, 11, 37, 57]. A higher HCV RNA level
predicts a lower response rate. The impact of HCV RNA
level on the response to combination therapy was diﬀerent
between patients with diﬀerent HCV genotype infections.
High viral load (with a cutoﬀ value of 200.000copies/mL,
or 40.000IU/mL) inﬂuenced the response rate in patients
with HCV-1 (41% versus 56%) but not those in patients
with HCV-2 or HCV-3 (74% versus 81%) [36]. Under6 Hepatitis Research and Treatment
the circumstances of a determined HCV genotype for
CHC patients, testing HCV RNA levels is beneﬁcial and
recommended for HCV-1 patients but seems variable for
HCV-2 or HCV-3 patients [7].
HCV viral quasispecies evolution is considered another
key element determining treatment response [58]. Higher
quasispecies complexity at baseline has been observed in
nonresponders than in sustained virological responders
[59]. An increasing number of mutations within the car-
boxyl terminal region of the HCV nonstructural 5A pro-
tein, named the IFN-sensitivity-determining region (ISDR),
were correlated with treatment response in HCV-1-infected
patients [60]. Patients infected with the so-called mutant
type, deﬁned by four or more amino acid substitutions
in the ISDR, showed a more favorable response toward
IFN-based therapy in Japan and Taiwan [60, 61]. However,
these ﬁndings were not observed in a European study [62].
Additionally, a high degree (≥6) of sequence variation in
the variable region 3 (V3) plus its upstream ﬂanking region
of NS5A (amino acid 2334–2379), referred to as IFN/RBV
resistance-determining region (IRRDR), would be a useful
marker for predicting SVR, whereas a less diverse (≤5)
IRRDR sequence predicts non-SVR [63].
5.1.2. Host Factors. The presence of bridging ﬁbrosis and
cirrhosis has been reported as one of the most unfavorable
predictors for IFN-based therapy [5, 6, 12, 51, 64, 65].
Patients with cirrhosis generally respond poorly to standard
IFN monotherapy, with SVR rates of 5% to 20% [6, 32].
Responses are improved when conventional IFNs or PegIFNs
are combined with ribavirin, resulting in SVR rates of 33%
to 44% [6, 36, 37].
Ag e n d e re ﬀect on response has been reported. Female
sex was a predictor of SVR in studies of conventional IFN-
basedtherapy[51],butnotinthestudiesofPegIFN-ribavirin
[11, 36, 43]. Younger patients (<40 years) had higher
SVR rates with PegIFN-ribavirin [36, 37, 43]. Sustained
responders were younger than nonresponders by an average
of 5 years [66].
Several studies have demonstrated that SVR rates are
lower in patients with coexistent insulin resistance and/or
hepatic steatosis or steatohepatitis [67, 68]. In HCV-1
patients treated with PegIFN-ribavirin, a lower SVR rate
wasobservedinpatientswithinsulinresistance(homeostasis
model of assessment, HOMA-IR > 2) compared to those
without insulin resistance [69, 70].
CHC patients with body mass indexes >30kg/m2 are
more likely to be insulin-resistant, to have more advanced
hepatic steatosis or steatohepatitis and ﬁbrosis, and to
experience a reduced response to combination therapy
[71, 72]. Additionally, other possible mechanisms of the
impact of obesity on the therapeutic response include the
linear correlation of eﬃcacy and body-weight-based doses
of ribavirin (10.6–15mg/kg/day) [37]. To encourage weight
loss and exercise before treatment, which has been associated
with a reduction in steatosis ﬁbrosis scores, is the most direct
approach for formulating more eﬀective treatment regimens
[73].
Excessive alcohol use could reduce the likelihood of a
response to therapy [74, 75]. To increase the eﬃcacy of
antiviral therapy, it has been suggested that abstinence be
recommended before and during treatment for CHC [45].
Racial diﬀerences in response to eﬃcacy of IFN exist
and have been one of the host factors. A lower response
rate to IFN monotherapy was observed among African-
American patients compared with White patients [17, 76].
A pool analysis of two clinical trials with IFN-ribavirin
combination therapy demonstrated that SVRs were highest
among Asians (61%), followed by Whites (39%), Hispanics
(23%), and African-Americans (14%) [77]. Hispanics and
African-Americans were less likely to respond to PegIFN-α-
ribavirin compared to Whites [78]. In studies of Taiwanese
CHCpatients,theSVRratewas23.7%,37.1%,and63.6%for
a24-weektreatmentof3MUsofIFN-α3timesweeklyalone,
6 MUs of 3 times weekly alone, and 3 MUs of 3 times weekly
plus ribavirin, respectively [65, 79]. The SVR rate of HCV-1b
patients to 24-week PegIFN-α-ribavirin was 48.9% to 65.8%
and could be as high as 80% with a 48-week regimen in
Taiwan [79, 80]. A relative lower body weight (67–70kg) in
AsianpatientscomparedtoU.S.patients(78–81kg)mayalso
play an important role [71].
The diﬀerent ethnic response rates may reﬂect the
important role of genetics. Host genetic variations are
probably involved in the eﬃcacy of IFN-based therapies
for CHC [81]. Genetic polymorphisms of human leukocyte
antigen, CC chemokine receptor 5, cytotoxic T lymphocyte
antigen-4,interleukin-10,lowmolecularmasspolypeptide7,
MxA,andtransforminggrowthfactor-β1ha v ebeenr eport ed
to have signiﬁcant associations with responsiveness [82–
89]. TNF-α-308 polymorphism was associated with SVRs
to IFN-ribavirin in patients with HCV-1b infection and a
high viral load [90]. These results reﬂect the important role
of unique genetic predisposition, at least in part, in the
response to IFN-based therapy for CHC. Recent advances
in pharmacogenomics have demonstrated the potential
applications of genetic single nucleotide polymorphism and
expression patterns in determining treatment responsiveness
in CHC [91, 92]. A recent candidate gene study showed
that genetic variation in the IL28B gene, which encodes
IFN-λ3, is associated with spontaneous HCV clearance [93].
Several genome-wide associated studies observed that IL28B
single nucleotide polymorphisms played an important role
in the treatment outcome of PegIFN-RBV for CHC [94–96].
A genome-wide association study in 2010 conﬁrmed that
IL28B genetic variation was the strongest genetic predictor
in both natural and treatment-induced control of HCV. No
SNPoutsidetheIL28B/Alocusreachedgenome-widesigniﬁ-
cance[97].TheincreasingevidencefortheroleofIFN-λ3for
both spontaneous and treatment-induced control of HCV
infection opens new avenues for prognosis and treatment of
HCV infection. Individuals with HCV genotype 1 or 4 who
carry the risk allele, particularly in homozygosis, will have a
very low probability of natural or treatment-induced clear-
ance. These individuals would be prime candidates for novel
therapeutic strategies [97]. Half of the ethnic diﬀerences in
response to interferon and ribavirin combination therapy
can be explained by genetic polymorphism of IL28B [94].Hepatitis Research and Treatment 7
Becauseofthepresumablysharedroutesoftransmission,
approximatelyone-fourthtoone-thirdofallpersonsinfected
with HIV are coinfected with HCV [98]. Patients with HIV-
HCV coinfection have been shown to respond less favorably
to antiviral therapy than patients infected with HCV alone
[98, 99]. Several RCTs recommended 48 weeks of PegIFN-
ribavirinforHCV,regardlessofHCVgenotype,inHCV-HIV
coinfected patients [100, 101].
Dual infections of HCV and hepatitis B virus (HBV)
a r en o tu n c o m m o na n do c c u ri nu pt o5 %o ft h eg e n e r a l
population in HCV-endemic areas [102]. Combined chronic
hepatitis B and C leads to more severe liver disease and
an increased risk of HCV [103]. Although HBV-HCV dual
infection was refractory to conventional IFN monotherapy
[104], recent studies in Taiwan have demonstrated that con-
ventional IFN-ribavirin combinationtherapy waseﬀectivein
HCV clearance among HCV-dominant, HBV/HCV dually
infected patients [105, 106]. Recently, a large, open-label,
comparative, multicenter study conﬁrmed the eﬃcacy of
PegIFN-ribavirin for patients with chronic HCV-HBV dual
infection in Taiwan [107].
Nonresponders are more resistant to retreatment with
subsequent IFN-based therapy, compared to relapsers (OR
= 3.912; 95% CI = 1.459–10.49) [108]. Retreatment with
PegIFN-ribavirin could achieve an SVR rate of 47% to 60%
for relapsers and 18% to 23% for nonresponders [109–112].
5.2. On-Treatment Predictors and Response-Guided Individ-
ualized Therapy. During IFN-α-based therapy, HCV RNA
levels generally fall in a biphasic manner [74]. The ﬁrst
rapid phase of viral suppression, from a few hours after the
ﬁrst IFN-α injection to the end of the ﬁrst day, is related
to an inhibition of viral replication by a direct, nonspeciﬁc
action of IFN-α. This early initial decline in HCV RNA
levels correlates poorly with the eventual response to IFN-
based therapy [74, 113]. The second, slower phase of viral
suppression, beginning on day 2 and gradually leading to
seroclearance of HCV RNA, is possibly related to the gradual
clearance of infected cells by the patient’s immune system,
whileHCVreplicationiseﬃcientlyinhibited.Thisphase,less
inﬂuenced by the dosage of IFN and HCV genotype, exhibits
a good response to PegIFN and is an excellent marker of an
SVR to the treatment [36, 54, 74].
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with a high degree of accuracy in both HCV-1 and HCV-
2 patients, with positive predictive values of 78% and 92%,
respectively [23]. Recent studies have demonstrated that an
RVR is the single best predictor of an SVR to PegIFN-
ribavirin for HCV-1 [114, 115] and HCV-2 or HCV-3
patients[23,55,56,116].ForHCV-1orHCV-4patientswith
lower baseline viral loads and an RVR, an abbreviated 24-
week regimen could achieve a comparable SVR rate with a
standard 48-week regimen [115, 117, 118]. Selected patients
with RVR might have their treatment courses abbreviated to
16 weeks if they are infected with HCV-2 or HCV-3 [23, 56].
But, the shortening of therapy duration for genotype 2/3
with RVR is still controversial [119]. Abbreviated regimens
may be considered in patients with a low baseline viral load
who achieve an RVR [120, 121].
Among patients with an EVR, the likelihood of an SVR
is only 72% [22]. However, as a negative predictor, non-EVR
is even an more robust predictor. In cases without an EVR,
the likelihood of an SVR is approximately 0% to 2% [122].
In Taiwan, the non-EVR is a signiﬁcantly negative predictor
in HCV-1 patients, but not in HCV-2 patients [23]. Thus it
is recommended that HCV-1 patients who do not achieve
an EVR at week 12 should discontinue the therapy beyond
12 weeks [22, 78]. Recently, stratiﬁcation of early virological
response (EVR) into complete EVR (cEVR) and partial EVR
(pEVR) has been possible to further improve the prediction
of an SVR and may allow for optimizing treatment duration
in non-RVR patients [123]. Studies for HCV-1 non-RVR
patients have demonstrated that the current recommended
48 weeks of treatment could achieve high SVR rates in
patients with a cEVR but could lower rates of SVR in patients
with a pEVR [124, 125]. The SVR rates would be more than
90% if patients could reach a cEVR with a standard regimen
(48 weeks for HCV-1 or 24 weeks for HCV-2) [41]. For
non-RVR patients, HCV viral loads <104 IU/mL at week 4
provided an early and accurate prediction of who would or
would not achieve a cEVR and following SVR [41]. In HCV-
1-infectedpatientswithapEVR,theSVRrateswere10%and
21% only and the relapse rates were up to 83% and 63% in
the24-weekand48-weekgroups,respectively.Thetreatment
responses were inadequate, even with a standard 48-week
regimen in these patients [124, 125].
Based on these predictors associated with treatment
eﬃcacy, response-guided individualized therapy has become
a major consideration for clinicians. It is desirable to expose
CHC patients to the lowest doses and shortest durations
of treatment, to reduce the likelihood of adverse events
and to minimize costs, without compromising treatment
eﬃcacy. On the other hand, some diﬃcult-to-treat patients
have to receive longer and/or higher dose therapy to achieve
responses. To date, HCV genotype, baseline viral load
as well as on-treatment virological responses will provide
information for individualized therapy decisionmaking for
CHC patients in the near future [115, 126]. People who have
an RVR may have a chance to abbreviate their treatment
courses to avoid unnecessary costs and preventable drug side
eﬀects. In patients without an RVR treated with standard of
care, the SVR rate would be more than 90% if cEVR could
be accomplished. In patients with only a pEVR, it has been
suggested to extend the treatment course to 72 weeks [124,
125, 127] or adhere to high-dose peginterferon plus ribavirin
combination therapy [128]. In the future, additional therapy
other than interferon-based treatment, such as protease
inhibitors, might be anticipated in those diﬃcult-to-treat
patients. One would like to be able to evaluate whether
a treatment response is likely as early as possible so that
individualizedstrategiescanbemadeoralteredearlierbefore
or during the treatment course. HCV viral loads <104 IU/mL
at week 4 provided an accurate prediction of cEVR and SVR
in non-RVR patients [41].
Medical adherence is an important factor associated with
response to IFN-ribavirin, especially among patients with
HCV-1 infection. In a retrospective analysis of data collected
in the large registration trials of IFN-ribavirin, SVRs have8 Hepatitis Research and Treatment
been reported to be more likely in patients who had taken
at least 80% of all projected IFN injections and at least 80%
of all projected ribavirin for at least 80% of the anticipated
duration of treatment [39].
6.ProteaseInhibitorsandIFN-BasedTherapy
Recent development of direct-acting antiviral agents, also
named“speciﬁcallytargetedantiviraltherapyforhepatitisC”
(STAT-C) compounds, to treat HCV has focused predomi-
nantly on inhibitors of the viral enzymes NS3/4A protease
and the RNA-dependent RNA polymerase NS5B [129, 130].
NS5B polymerase inhibitors in general have a lower antiviral
eﬃcacy than protease inhibitors [130]. The administration
of HCV NS3/4A protease inhibitors to patients with chronic
HCV infections has demonstrated that they have dramatic
antiviral eﬀects and that compounds acting via this mech-
anism are likely to form a key component of future anti-
HCV therapy [131]. Newer data have demonstrated promise
for 2 protease inhibitors, SCH 503034 (boceprevir) and VX-
950 (telaprevir), both of which appear to be able to improve
sustained response while shortening duration of therapy
[132]. Telaprevir (VX-950), the HCV protease inhibitor, is
in the most advanced phase of clinical development [133].
A ﬁrst case of sustained virological response (SVR) achieved
in a patient with chronic hepatitis C by monotherapy with
telaprevir without interferon therapy was reported [134].
Owing to a low genetic barrier, resistant variants emerge
within a few days when used in monotherapy, thereby
decreasing its eﬃcacy. Consequently, telaprevir has been
combined with pegylated-interferon and ribavirin in clinical
trials. This triple combination is more eﬀective but has a
higherrateofadverseevents(notablyrash)thanthestandard
of care, despite the shorter duration of therapy [133]. Results
of the milestone studies PROVE 1 and 2 indicate that 12
weeks of telaprevir-based triple therapy is too short because
of the high rate of relapse after treatment completion.
However, 24 to 48 weeks of total therapy including 12 weeks
of triple therapy with telaprevir in addition to standard
treatment greatly improved SVR rates in treatment-na¨ ıve
genotype 1 patients compared with the standard of care.
PROVE 3 has shown that telaprevir is also highly eﬀective
in the treatment of prior nonresponders or relapsers infected
with HCV genotype 1 [130, 135].
References
[ 1 ]J .H .H o o f n a g l e ,K .D .M u l l e n ,D .B .J o n e se ta l . ,“ T r e a t m e n t
of chronic non-A,non-B hepatitis with recombinant human
alpha interferon. A preliminary report,” The New England
Journal of Medicine, vol. 315, no. 25, pp. 1575–1578, 1986.
[ 2 ]G .L .D a v i s ,L .A .B a l a r t ,E .R .S c h i ﬀ et al., “Treatment
of chronic hepatitis C with recombinant interferon alfa. a
multicenter randomized, controlled trial,” The New England
Journal of Medicine, vol. 321, no. 22, pp. 1501–1506, 1989.
[3] A. M. Di Bisceglie, P. Martin, C. Kassianides et al., “Recom-
binant interferon alfa therapy for chronic hepatitis C. A
randomized, double-blind, placebo-controlled trial,” The
New England Journal of Medicine, vol. 321, no. 22, pp. 1506–
1510, 1989.
[4] M.-Y. Lai, J.-H. Kao, P.-M. Yang et al., “Long-term eﬃcacy
of ribavirin plus interferon alfa in the treatment of chronic
hepatitis C,” Gastroenterology, vol. 111, no. 5, pp. 1307–1312,
1996.
[ 5 ]J .G .M c H u t c h i s o n ,S .C .G o r d o n ,E .R .S c h i ﬀ et al.,
“Interferon alfa-2b alone or in combination with ribavirin as
initial treatment for chronic hepatitis C,” The New England
Journal of Medicine, vol. 339, no. 21, pp. 1485–1492, 1998.
[6] T. Poynard, P. Marcellin, S. S. Lee et al., “Randomised trial
of interferon alpha2b plus ribavirin for 48 weeks or for 24
weeks versus interferon alpha2b plus placebo for 48 weeks
fortreatmentofchronicinfectionwithhepatitisCvirus,”The
Lancet, vol. 352, no. 9138, pp. 1426–1432, 1998.
[7] D. B. Strader, T. Wright, D. L. Thomas, and L. B. Seeﬀ,
“Diagnosis, management, and treatment of hepatitis C,”
Hepatology, vol. 39, no. 4, pp. 1147–1171, 2004.
[8] G. C. Sen, “Viruses and interferons,” Annual Review of
Microbiology, vol. 55, pp. 255–281, 2001.
[9] “National Institutes of Health Consensus Development
Conference panel statement: management of hepatitis C,”
Hepatology, vol. 26, no. 3, supplement 1, pp. 2S–10S, 1997.
[10] B. Roehr, “Can science meet the challenges of the HCV
pandemic: new treatment options for chronic hepatitis C,”
Journal of the International Association of Physicians in AIDS
Care, vol. 4, no. 7, pp. 24–29, 1998.
[11] K. L. Lindsay, C. Trepo, T. Heintges et al., “A randomized,
double-blind trial comparing pegylated interferon alfa-2b to
interferonalfa-2basinitialtreatmentforchronichepatitisC,”
Hepatology, vol. 34, no. 2, pp. 395–403, 2001.
[12] S. Zeuzem, “Do diﬀerences in pegylation of interferon alfa
matter?” Gastroenterology, vol. 138, no. 1, pp. 34–36, 2010.
[13] J. J. Feld and J. H. Hoofnagle, “Mechanism of action of
interferon and ribavirin in treatment of hepatitis C,” Nature,
vol. 436, no. 7053, pp. 967–972, 2005.
[14] A. Bruchfeld, K. Lindahl, R. Schvarcz, and L. St˚ ahle, “Dosage
of ribavirin in patients with hepatitis C should be based
on renal function: a population pharmacokinetic analysis,”
Therapeutic Drug Monitoring, vol. 24, no. 6, pp. 701–708,
2002.
[15] J. Y. N. Lau, R. C. Tam, T. J. Liang, and Z. Hong, “Mechanism
of action of ribavirin in the combination treatment of
chronic HCV infection,” Hepatology, vol. 35, no. 5, pp. 1002–
1009, 2002.
[ 1 6 ]S .C r o t t y ,D .M a a g ,J .J .A r n o l de ta l . ,“ T h eb r o a d - s p e c t r u m
antiviral ribonucleoside ribavirin is an RNA virus mutagen,”
Nature Medicine, vol. 6, no. 12, pp. 1375–1379, 2000.
[17] W.-L. Liu, W.-C. Su, C.-W. Cheng et al., “Ribavirin up-
regulates the activity of double-stranded RNA-activated
protein kinase and enhances the action of interferon-α
against hepatitis C virus,” Journal of Infectious Diseases, vol.
196, no. 3, pp. 425–434, 2007.
[18] H. C. Bodenheimer Jr., K. L. Lindsay, G. L. Davis, J. H.
Lewis, S. N. Thung, and L. B. Seeﬀ, “Tolerance and eﬃcacy of
oral ribavirin treatment of chronic hepatitis C: a multicenter
trial,” Hepatology, vol. 26, no. 2, pp. 473–477, 1997.
[19] M. E. Cramp, S. Rossol, S. Chokshi, P. Carucci, R. Williams,
and N. V. Naoumov, “Hepatitis C virus-speciﬁc T-cell reac-
tivity during interferon and ribavirin treatment in chronic
hepatitis C,” Gastroenterology, vol. 118, no. 2, pp. 346–355,
2000.
[20] A. Bergamini, F. Bolacchi, M. Cepparulo et al., “Treat-
ment with ribavirin and interferon-α reduces interferon-γ
expression in patients with chronic hepatitis C,” Clinical and
ExperimentalImmunology,vol.123,no.3,pp.459–464,2001.Hepatitis Research and Treatment 9
[21] G. L. Davis and J. Y. N. Lau, “Choice of appropriate end
points of response to interferon therapy in chronic hepatitis
C virus infection,” Journal of Hepatology, vol. 22, supplement
1, pp. 110–114, 1995.
[22] G. L. Davis, J. B. Wong, J. G. McHutchison, M. P. Manns, J.
Harvey, and J. Albrecht, “Early virologic response to treat-
ment with peginterferon alfa-2b plus ribavirin in patients
with chronic hepatitis C,” Hepatology, vol. 38, no. 3, pp. 645–
652, 2003.
[23] M.-L.Yu,C.-Y.Dai,J.-F.Huangetal.,“Arandomisedstudyof
peginterferon and ribavirin for 16 versus 24 weeks in patients
with genotype 2 chronic hepatitis C,” Gut,v o l .5 6 ,n o .4 ,p p .
553–559, 2007.
[24] D. T.-Y. Lau, D. E. Kleiner, M. G. Ghany, Y. Park, P. Schmio,
a n dJ .H .H o o f n a g l e ,“ 1 0 - y e a rf o l l o w - u pa f t e ri n t e r f e r o n - α
therapy for chronic hepatitis C,” Hepatology, vol. 28, no. 4,
pp. 1121–1127, 1998.
[25] J. G. McHutchison, T. Poynard, R. Esteban-Mur et al., “Hep-
atic HCV RNA before and after treatment with interferon
alone or combined with ribavirin,” Hepatology, vol. 35, no.
3, pp. 688–693, 2002.
[26] P. Marcellin, N. Boyer, A. Gervais et al., “Long-term his-
tologic improvement and loss of detectable intrahepatic
HCV RNA in patients with chronic hepatitis C and sus-
tained response to interferon-α therapy,” Annals of Internal
Medicine, vol. 127, no. 10, pp. 875–881, 1997.
[27] T. Poynard, V. Leroy, M. Cohard et al., “Meta-analysis
of interferon randomized trials in the treatment of viral
hepatitis C: eﬀects of dose and duration,” Hepatology, vol. 24,
no. 4, pp. 778–789, 1996.
[28] R. L. Carithers R.L. Jr. and S. S. Emerson, “Therapy
of hepatitis C: meta-analysis of interferon alfa-2b trials,”
Hepatology, vol. 26, no. 3, supplement 1, pp. 83S–88S, 1997.
[29] O. Reichard, G. Norkrans, A. Fryden et al., “Randomised,
double-blind, placebo-controlled trial of interferon alpha-
2b with and without ribavirin for chronic hepatitis C,” The
Lancet, vol. 351, no. 9096, pp. 83–87, 1998.
[30] S. W. Schalm, B. E. Hansen, L. Chemello et al., “Ribavirin
enhances the eﬃcacy but not the adverse eﬀects of interferon
in chronic hepatitis C. Meta-analysis of individual patient
data from European centers,” Journal of Hepatology, vol. 26,
no. 5, pp. 961–966, 1997.
[31] “EASL International Consensus Conference on hepatitis C.
Paris, 26-27 February 1999. Consensus statement,” Journal of
Hepatology, vol. 31, supplement 1, pp. 3–8, 1999.
[32] E. J. Heathcote, M. L. Shiﬀman, W. G. E. Cooksley et al.,
“Peginterferon alfa-2a in patients with chronic hepatitis C
andcirrhosis,”TheNewEnglandJournalofMedicine,vol.343,
no. 23, pp. 1673–1680, 2000.
[33] K. R. Reddy, T. L. Wright, P. J. Pockros et al., “Eﬃcacy
and safety of pegylated (40-kd) interferon α-2a compared
with interferon α-2a in noncirrhotic patients with chronic
hepatitis C,” Hepatology, vol. 33, no. 2, pp. 433–438, 2001.
[34] S. S. Tan, M. R. Abu Hassan, A. Abdullah, B. P. Ooi, T.
Korompis, and M. I. Merican, “Safety and eﬃcacy of an
escalating dose regimen of pegylated interferon alpha-2b
in the treatment of haemodialysis patients with chronic
hepatitis C,” Journal of Viral Hepatitis, vol. 17, no. 6, pp. 410–
418, 2010.
[35] T.Werner,B.Aqel,V.Balanetal.,“TreatmentofhepatitisCin
renal transplantation candidates: a single-center experience,”
Transplantation, vol. 90, no. 4, pp. 407–411, 2010.
[36] M. W. Fried, M. L. Shiﬀman, K. Rajender Reddy et al.,
“Peginterferon alfa-2a plus ribavirin for chronic hepatitis C
virus infection,” The New England Journal of Medicine, vol.
347, no. 13, pp. 975–982, 2002.
[37] M. P. Manns, J. G. McHutchison, S. C. Gordon et al., “Pegin-
terferon alfa-2b plus ribavirin compared with interferonalfa-
2b plus ribavirin for initial treatment of chronic hepatitis C:
a randomised trial,” The Lancet, vol. 358, no. 9286, pp. 958–
965, 2001.
[38] K. Lindahl, L. Stahle, A. Bruchfeld, and R. Schvarcz, “High-
dose ribavirin in combination with standard dose peginter-
feron for treatment of patients with chronic hepatitis C,”
Hepatology, vol. 41, no. 2, pp. 275–279, 2005.
[39] J. G. McHutchison, M. Manns, K. Patel et al., “Adher-
ence to combination therapy enhances sustained response
in genotype-1-infected patients with chronic hepatitis C,”
Gastroenterology, vol. 123, no. 4, pp. 1061–1069, 2002.
[40] V. Pattullo, N. C. Ravindran, and T. Mazzulli, “Pegylated
interferon plus optimized weight-based ribavirin dosing
negate the inﬂuence of weight and body mass index on early
viral kinetics and sustained virological response in chronic
hepatitis C,” Journal of Viral Hepatitis. In press.
[41] C. F. Huang, J. F. Yang, J. F. Huang et al., “Early identiﬁcation
of achieving a sustained virological response in chronic
hepatitis C patients without a rapid virological response,”
Journal of Gastroenterology and Hepatology, vol. 25, no. 4, pp.
758–765, 2010.
[42] M. L. Shiﬀman, J. Salvatore, S. Hubbard et al., “Treatment
of chronic hepatitis C virus genotype 1 with peginterferon,
ribavirin, and epoetin alpha,” Hepatology,v o l .4 6 ,n o .2 ,p p .
371–379, 2007.
[43] S. J. Hadziyannis, H. Sette Jr., T. R. Morgan et al.,
“Peginterferon-alpha2a and ribavirin combination therapy
in chronic hepatitis C: a randomized study of treatment
durationandribavirindose,”AnnalsofInternalMedicine,vol.
140, no. 5, pp. 346–I67, 2004.
[44] S. Zeuzem, R. Hultcrantz, M. Bourliere et al., “Peginterferon
alfa-2b plus ribavirin for treatment of chronic hepatitis C in
previouslyuntreatedpatientsinfectedwithHCVgenotypes2
or 3,” Journal of Hepatology, vol. 40, no. 6, pp. 993–999, 2004.
[45] “National Institutes of Health Consensus Development Con-
ference statement: management of hepatitis C: 2002—June
10–12, 2002,” Hepatology, vol. 36, no. 5, supplement 1, pp.
S3–S20, 2002.
[46] J. G. McHutchison, E. J. Lawitz, M. L. Shiﬀman et al.,
“Peginterferon alfa-2b or alfa-2a with ribavirin for treatment
of hepatitis C infection,” The New England Journal of
Medicine, vol. 361, no. 6, pp. 580–593, 2009.
[47] A. Ascione, M. De Luca, M. T. Tartaglione et al., “Peginter-
feron alfa-2a plus ribavirin is more eﬀective than peginter-
feron alfa-2b plus ribavirin for treating chronic hepatitis C
virus infection,” Gastroenterology, vol. 138, no. 1, pp. 116–
122, 2010.
[48] M. G. Rumi, A. Aghemo, G. M. Prati et al., “Ran-
domized study of peginterferon-alpha2a plus ribavirin vs
peginterferon-alpha2b plus ribavirin in chronic hepatitis C,”
Gastroenterology, vol. 138, no. 1, pp. 108–115, 2010.
[49] T. Awad, K. Thorlund, G. Hauser, D. Stimac, M. Mabrouk,
and C. Gluud, “Peginterferon alpha-2a is associated with
highersustainedvirologicalresponsethanpeginterferonalfa-
2b in chronic hepatitis C: systematic review of randomized
trials,” Hepatology, vol. 51, no. 4, pp. 1176–1184, 2010.
[50] L.L.Kjaergard,K.Krogsgaard,andC.Gluud,“Interferonalfa
with or without ribavirin for chronic hepatitis C: systematic
reviewofrandomisedtrials,”BritishMedicalJournal,vol.323,
no. 7322, pp. 1151–1155, 2001.10 Hepatitis Research and Treatment
[51] J. G. McHutchison and T. Poynard, “Combination therapy
with interferon plus ribavirin for the initial treatment of
chronic hepatitis C,” Seminars in Liver Disease, vol. 19,
supplement 1, pp. 57–66, 1999.
[ 5 2 ] J .B u k h ,R .H .M i l l e r ,a n dR .H .P u r c e l l ,“ G e n e t i ch e t e r o g e n e -
ityofhepatitisCvirus:quasispeciesandgenotypes,”Seminars
in Liver Disease, vol. 15, no. 1, pp. 41–63, 1995.
[53] A. U. Neumann, N. P. Lam, H. Dahari et al., “Diﬀerences
in viral dynamics between genotypes 1 and 2 of hepatitis C
virus,” Journal of Infectious Diseases, vol. 182, no. 1, pp. 28–
35, 2000.
[54] S. Zeuzem, E. Herrmann, J.-H. Lee et al., “Viral kinetics
in patients with chronic hepatitis C treated with standard
or peginterferon α2a,” Gastroenterology, vol. 120, no. 6, pp.
1438–1447, 2001.
[55] A. Mangia, R. Santoro, N. Minerva et al., “Peginterferon alfa-
2b and ribavirin for 12 vs. 24 weeks in HCV genotype 2 or
3,” The New England Journal of Medicine, vol. 352, no. 25, pp.
2609–2617, 2005.
[56] M. Von Wagner, M. Huber, T. Berg et al., “Peginterferon-α-
2a (40KD) and ribavirin for 16 or 24 weeks in patients with
genotype 2 or 3 chronic hepatitis C,” Gastroenterology, vol.
129, no. 2, pp. 522–527, 2005.
[57] M.-L.Yu,C.-Y.Dai,S.-C.Chenetal.,“Aprospectivestudyon
treatment of chronic hepatitis C with tailored and extended
interferon-alpha regimens according to pretreatment viro-
logical factors,” Antiviral Research, vol. 63, no. 1, pp. 25–32,
2004.
[58] S.-I. Okada, Y. Akahane, H. Suzuki, H. Okamoto, and S.
Mishiro, “The degree of variability in the amino terminal
region of the E2/NS1 protein of hepatitis C virus corre-
lates with responsiveness to interferon therapy in viremic
patients,” Hepatology, vol. 16, no. 3, pp. 619–624, 1992.
[59] T. Moribe, N. Hayashi, Y. Kanazawa et al., “Hepatitis C
viral complexity detected by single-strand conformation
polymorphism and response to interferon therapy,” Gas-
troenterology, vol. 108, no. 3, pp. 789–795, 1995.
[60] N. Enomoto, I. Sakuma, Y. Asahina et al., “Mutations in the
nonstructural protein 5A gene and response to interferon in
patientswithchronichepatitisCvirus1binfection,”TheNew
England Journal of Medicine, vol. 334, no. 2, pp. 77–81, 1996.
[61] C.-H. Hung, C.-M. Lee, S.-N. Lu et al., “Mutations in the
NS5A and E2-PePHD region of hepatitis C virus type 1b and
correlation with the response to combination therapy with
interferon and ribavirin,” Journal of Viral Hepatitis, vol. 10,
no. 2, pp. 87–94, 2003.
[62] M. Pascu, P. Martus, M. H¨ ohne et al., “Sustained virological
response in hepatitis C virus type 1b infected patients is
predicted by the number of mutations within the NS5A-
ISDR: a meta-analysis focused on geographical diﬀerences,”
Gut, vol. 53, no. 9, pp. 1345–1351, 2004.
[ 6 3 ]A .E l - S h a m y ,M .N a g a n o - F u j i i ,N .S a s a s e ,S .I m o t o ,S . - R .
Kim, and H. Hotta, “Sequence variation in hepatitis C virus
nonstructural protein 5A predicts clinical outcome of pegy-
lated interferon/ribavirin combination therapy,” Hepatology,
vol. 48, no. 1, pp. 38–47, 2008.
[64] S. W. Schalm, O. Weiland, B. E. Hansen et al., “Interferon-
ribavirin for chronic hepatitis C with and without cirrhosis:
analysis of individual patient data of six controlled trials,”
Gastroenterology, vol. 117, no. 2, pp. 408–413, 1999.
[65] M.-L. Yu, C.-Y. Dai, S.-C. Chen et al., “High versus standard
doses interferon-alpha in the treatment of na¨ ıve chronic
hepatitis C patients in Taiwan: a 10-year cohort study,” BMC
Infectious Diseases, vol. 5, no. 1, article 27, 2005.
[66] M. Martinot-Peignoux, P. Marcellin, M. Pouteau et al.,
“Pretreatment serum hepatitis C virus RNA levels and
hepatitis C virus genotype are the main and independent
prognostic factors of sustained response to interferon alfa
therapy in chronic hepatitis C,” Hepatology, vol. 22, no. 4,
part 1, pp. 1050–1056, 1995.
[67] R. D’Souza, C. A. Sabin, and G. R. Foster, “Insulin resistance
plays a signiﬁcant role in liver ﬁbrosis in chronic hepatitis C
and in the response to antiviral therapy,” American Journal of
Gastroenterology, vol. 100, no. 7, pp. 1509–1515, 2005.
[68] Y. J. Wu, L. S. Chen, and W. G. Qiang, “Eﬀects of fatty
liver and related factors on the eﬃcacy of combination
antiviral therapy in patients with chronic hepatitis C,” Liver
International, vol. 26, no. 2, pp. 166–172, 2006.
[69] C.-Y. Dai, J.-F. Huang, M.-Y. Hsieh et al., “Insulin resistance
predicts response to peginterferon-alpha/ribavirin combi-
nation therapy in chronic hepatitis C patients,” Journal of
Hepatology, vol. 50, no. 4, pp. 712–718, 2009.
[70] M. Romero-G´ omez, M. Del Mar Viloria, R. J. Andrade et
al., “Insulin resistance impairs sustained response rate to
peginterferon plus ribavirin in chronic hepatitis C patients,”
Gastroenterology, vol. 128, no. 3, pp. 636–641, 2005.
[71] B. L. Bressler, M. Guindi, G. Tomlinson, and J. Heathcote,
“High body mass index is an independent risk factor for
nonresponse to antiviral treatment in chronic hepatitis C,”
Hepatology, vol. 38, no. 3, pp. 639–644, 2003.
[72] I. J. Hickman, E. E. Powell, J. B. Prins et al., “In overweight
patients with chronic hepatitis C, circulating insulin is
associated with hepatic ﬁbrosis: implications for therapy,”
Journal of Hepatology, vol. 39, no. 6, pp. 1042–1048, 2003.
[73] I. J. Hickman, A. D. Clouston, G. A. Macdonald et al., “Eﬀect
of weight reduction on liver histology and biochemistry in
patients with chronic hepatitis C,” Gut, vol. 51, no. 1, pp. 89–
94, 2002.
[74] A. U. Neumann, N. P. Lam, H. Dahari et al., “Hepatitis C
viraldynamicsinvivoandtheantiviraleﬃcacyofinterferon-
α therapy,” Science, vol. 282, no. 5386, pp. 103–107, 1998.
[75] M. Tabone, L. Sidoli, C. Laudi et al., “Alcohol abstinence
does not oﬀset the strong negative eﬀect of lifetime alcohol
consumption on the outcome of interferon therapy,” Journal
of Viral Hepatitis, vol. 9, no. 4, pp. 288–294, 2002.
[76] J. G. McHutchison, T. Poynard, S. Pianko et al., “The impact
of interferon plus ribavirin on response to therapy in black
patients with chronic hepatitis C,” Gastroenterology, vol. 119,
no. 5, pp. 1317–1323, 2000.
[77] M. J. Hepburn, L. M. Hepburn, N. S. Cantu, M. G. Lapeer,
a n dE .J .L a w i t z ,“ D i ﬀerences in treatment outcome for
hepatitis C among ethnic groups,” American Journal of
Medicine, vol. 117, no. 3, pp. 163–168, 2004.
[78] A. J. Muir, J. D. Bornstein, and P. G. Killenberg, “Pegin-
terferon alfa-2b and ribavirin for the treatment of chronic
hepatitis C in blacks and non-Hispanic whites,” The New
England Journal of Medicine, vol. 350, no. 22, pp. 2265–2271,
2004.
[79] S.-D. Lee, M.-L. Yu, P.-N. Cheng et al., “Comparison of
a 6-month course peginterferon α-2b plus ribavirin and
interferon α-2b plus ribavirin in treating Chinese patients
withchronichepatitisCinTaiwan,”JournalofViralHepatitis,
vol. 12, no. 3, pp. 283–291, 2005.
[80] M.-L. Yu, C.-Y. Dai, Z.-Y. Z. Lin et al., “A randomized trial of
24- vs. 48-week courses ofPEG interferonα-2bplus ribavirin
for genotype-1b-infected chronic hepatitis C patients: a pilot
studyinTaiwan,”LiverInternational,vol.26,no.1,pp.73–81,
2006.Hepatitis Research and Treatment 11
[81] J. Tang and R. A. Kaslow, “Pharmacogenomic perspectives
of chronic hepatitis C virus (HCV) infection,” Pharmacoge-
nomics Journal, vol. 4, no. 3, pp. 171–174, 2004.
[82] I. Konishi, N. Horiike, Y. Hiasa, K. Michitaka, and M. Onji,
“CCR5 promoter polymorphism inﬂuences the interferon
response of patients with chronic hepatitis C in Japan,”
Intervirology, vol. 47, no. 2, pp. 114–120, 2004.
[83] Y. Sugimoto, N. Kuzushita, T. Takehara et al., “A sin-
gle nucleotide polymorphism of the low molecular mass
polypeptide 7 gene inﬂuences the interferon response in
patients with chronic hepatitis C,” Journal of Viral Hepatitis,
vol. 9, no. 5, pp. 377–384, 2002.
[84] F. Suzuki, Y. Arase, Y. Suzuki et al., “Single nucleotide poly-
morphismoftheMxAgenepromoterinﬂuencestheresponse
to interferon monotherapy in patients with hepatitis C viral
infection,” Journal of Viral Hepatitis, vol. 11, no. 3, pp. 271–
276, 2004.
[85] M.Thursz,R.Yallop,R.Goldin,C.Trepo,andH.C.Thomas,
“InﬂuenceofMHCclassIIgenotypeonoutcomeofinfection
with hepatitis C virus,” The Lancet, vol. 354, no. 9196, pp.
2119–2124, 1999.
[86] P.G.Vidigal,J.J.Germer,andN.N.Zein,“Polymorphismsin
the interleukin-10, tumor necrosis factor-α,a n dt r a n s f o r m -
ing growth factor-β1 genes in chronic hepatitis C patients
treated with interferon and ribavirin,” Journal of Hepatology,
vol. 36, no. 2, pp. 271–277, 2002.
[87] L. J. Yee, K. A. Perez, J. Tang, D. J. Van Leeuwen, and
R. A. Kaslow, “Association of CTLA4 polymorphisms with
sustained response to interferon and ribavirin therapy for
chronic hepatitis C virus infection,” Journal of Infectious
Diseases, vol. 187, no. 8, pp. 1264–1271, 2003.
[88] L. J. Yee, J. Tang, A. W. Gibson, R. Kimberly, D. J. Van
Leeuwen, and R. A. Kaslow, “Interleukin 10 polymorphisms
as predictors of sustained response in antiviral therapy for
chronic hepatitis C infection,” Hepatology, vol. 33, no. 3, pp.
708–712, 2001.
[89] M.-L. Yu, C.-Y. Dai, S.-C. Chen et al., “Human leukocyte
antigen class I and II alleles and response to interferon-α
treatment, in Taiwanese patients with chronic hepatitis C
virus infection,” Journal of Infectious Diseases, vol. 188, no.
1, pp. 62–65, 2003.
[90] C.-Y. Dai, W.-L. Chuang, W.-Y. Chang et al., “Tumor
necrosis factor-α promoter polymorphism at position -308
predictsresponsetocombination therapyinhepatitisCvirus
infection,” Journal of Infectious Diseases, vol. 193, no. 1, pp.
98–101, 2006.
[91] L. Chen, I. Borozan, J. Feld et al., “Hepatic gene expression
discriminates responders and nonresponders in treatment
of chronic hepatitis C viral infection,” Gastroenterology, vol.
128, no. 5, pp. 1437–1444, 2005.
[ 9 2 ] Y .H w a n g ,E .Y .C h e n ,Z .J .G ue ta l . ,“ G e n e t i cp r e d i s p o s i t i o n
of responsiveness to therapy for chronic hepatitis C,” Phar-
macogenomics, vol. 7, no. 5, pp. 697–709, 2006.
[93] D. L. Thomas, C. L. Thio, M. P. Martin et al., “Genetic
variation in IL28B and spontaneous clearance of hepatitis C
virus,” Nature, vol. 461, no. 7265, pp. 798–801, 2009.
[94] D. Ge, J. Fellay, A. J. Thompson et al., “Genetic variation
in IL28B predicts hepatitis C treatment-induced viral clear-
ance,” Expert Opinion on Investigational Drugs, vol. 461, no.
7262, pp. 399–401, 2009.
[95] V. Suppiah, M. Moldovan, G. Ahlenstiel et al., “IL28B is
associated with response to chronic hepatitis C interferon-
α and ribavirin therapy,” Nature Genetics, vol. 41, no. 10, pp.
1100–1104, 2009.
[96] Y. Tanaka, N. Nishida, M. Sugiyama et al., “Genome-wide
association of IL28B with response to pegylated interferon-
α and ribavirin therapy for chronic hepatitis C,” Nature
Genetics, vol. 41, no. 10, pp. 1105–1109, 2009.
[97] A. Rauch, Z. Kutalik, P. Descombes et al., “Genetic variation
in IL28B is associated with chronic hepatitis C and treatment
failure: a genome-wide association study,” Gastroenterology,
vol. 138, no. 4, article e7, pp. 1338–1345, 2010.
[98] D. L. Thomas, “Hepatitis C and human immunodeﬁciency
virus infection,” Hepatology, vol. 36, no. 5, supplement 1, pp.
S201–S209, 2002.
[99] M. P´ erez-Olmeda, M. N´ u˜ nez, M. Romero et al., “Pegylated
IFN-α2b plus ribavirin as therapy for chronic hepatitis C in
HIV-infected patients,” AIDS, vol. 17, no. 7, pp. 1023–1028,
2003.
[100] F. Carrat, F. Bani-Sadr, S. Pol et al., “Pegylated interferon
alfa-2b vs standard interferon alfa-2b, plus ribavirin, for
chronic hepatitis C in HIV-infected patients: a randomized
controlled trial,” Journal of the American Medical Association,
vol. 292, no. 23, pp. 2839–2848, 2004.
[101] R. T. Chung, J. Andersen, P. Volberding et al., “Peginterferon
alfa-2a plus ribavirin versus interferon alfa-2a plus ribavirin
for chronic hepatitis C in HIV-coinfected persons,” The New
England Journal of Medicine, vol. 351, no. 5, pp. 451–459,
2004.
[102] H. F. El-Sayed, S. M. Abaza, S. Mehanna, and P. J. Winch,
“TheprevalenceofhepatitisBandCinfectionsamongimmi-
grants to a newly reclaimed area endemic for Schistosoma
mansoniinSinai,Egypt,”ActaTropica,vol.68,no.2,pp.229–
237, 1997.
[103] Y.-F. Liaw, Y.-C. Chen, I.-S. Sheen, R.-N. Chien, C.-T.
Yeh, and C.-M. Chu, “Impact of acute hepatitis C virus
superinfection in patients with chronic hepatitis B virus
infection,” Gastroenterology, vol. 126, no. 4, pp. 1024–1029,
2004.
[104] C.-J. Liu, J.-M. Liou, D.-S. Chen, and P.-J. Chen, “Natural
courseandtreatmentofdualhepatitisBvirusandhepatitisC
virusinfections,”JournaloftheFormosanMedicalAssociation,
vol. 104, no. 11, pp. 783–791, 2005.
[105] W.-L. Chuang, C.-Y. Dai, W.-Y. Chang et al., “Viral interac-
tion and responses in chronic hepatitis C and B coinfected
patients with interferon-alpha plus ribavirin combination
therapy,” Antiviral Therapy, vol. 10, no. 1, pp. 125–133, 2005.
[106] C.-J. Liu, P.-J. Chen, M.-Y. Lai, J.-H. Kao, Y.-M. Jeng, and D.-
S. Chen, “Ribavirin and interferon is eﬀective for hepatitis C
virus clearance in hepatitis B and C dually infected patients,”
Hepatology, vol. 37, no. 3, pp. 568–576, 2003.
[107] C. Liu, W. Chuang, C. Lee et al., “Peginterferon alfa-2a plus
ribavirin for the treatment of dual chronic infection with
hepatitis B and C viruses,” Gastroenterology, vol. 136, no. 2,
article e3, pp. 496–504, 2009.
[108] W.-L. Chuang, C.-Y. Dai, S.-C. Chen et al., “Randomized
trial of three diﬀerent regimens for 24 weeks for re-treatment
of chronic hepatitis C patients who failed to respond to
interferon-α monotherapy in Taiwan,” Liver International,
vol. 24, no. 6, pp. 595–602, 2004.
[109] D. M. Jensen, P. Marcellin, B. Freilich et al., “Re-treatment
of patients with chronic hepatitis C who do not respond
to peginterferon-α2b: a randomized trial,” Annals of Internal
Medicine, vol. 150, no. 8, pp. 528–540, 2009.
[110] M. Sherman, E. M. Yoshida, M. Deschenes et al., “Peginter-
feron alfa-2a (40KD) plus ribavirin in chronic hepatitis C
patients who failed previous interferon therapy,” Gut, vol. 55,
no. 11, pp. 1631–1638, 2006.12 Hepatitis Research and Treatment
[111] M. L. Shiﬀman, “Retreatment of patients with chronic
hepatitis C,” Hepatology, vol. 36, no. 5, supplement 1, pp.
S128–S134, 2002.
[112] M. L. Shiﬀman, A. M. Di Bisceglie, K. L. Lindsay et al.,
“Peginterferon alfa-2a and ribavirin in patients with chronic
hepatitis C who have failed prior treatment,” Gastroenterol-
ogy, vol. 126, no. 4, pp. 1015–1023, 2004.
[113] J. E. Layden and T. J. Layden, “How can mathematics help
us understand HCV?” Gastroenterology, vol. 120, no. 6, pp.
1546–1549, 2001.
[114] D. M. Jensen, T. R. Morgan, P. Marcellin et al., “Early
identiﬁcation of HCV genotype 1 patients responding to
24 weeks peginterferon α-2a (40 kd)/ribavirin therapy,”
Hepatology, vol. 43, no. 5, pp. 954–960, 2006.
[115] S. Zeuzem, M. Buti, P. Ferenci et al., “Eﬃcacy of 24
weeks treatment with peginterferon alfa-2b plus ribavirin in
patients with chronic hepatitis C infected with genotype 1
andlowpretreatmentviremia,”JournalofHepatology,vol.44,
no. 1, pp. 97–103, 2006.
[116] O. Dalgard, K. Bjøro, K. B. Hellum et al., “Treatment with
pegylated interferon and ribavarin in HCV infection with
genotype 2 or 3 for 14 weeks: a pilot study,” Hepatology, vol.
40, no. 6, pp. 1260–1265, 2004.
[117] A. Mangia, N. Minerva, D. Bacca et al., “Individualized
treatment duration for hepatitis C genotype 1 patients: a
randomized controlled trial,” Hepatology, vol. 47, no. 1, pp.
43–50, 2008.
[118] M.-L. Yu, C.-Y. Dai, J.-F. Huang et al., “Rapid virological
response and treatment duration for chronic hepatitis C
genotype 1 patients: a randomized trial,” Hepatology, vol. 47,
no. 6, pp. 1884–1893, 2008.
[119] M. Diago, M. L. Shiﬀman, J. P. Bronowicki et al., “Identifying
hepatitis C virus genotype 2/3 patients who can receive a
16-week abbreviated course of peginterferon alfa-2a (40KD)
plus ribavirin,” Hepatology, vol. 51, no. 6, pp. 1897–1903,
2010.
[120] O. Dalgard, K. Bjøro, H. Ring-Larsen et al., “Pegylated
interferonalfaandribavirinfor14versus24weeksinpatients
with hepatitis C virus genotype 2 or 3 and rapid virological
response,” Hepatology, vol. 47, no. 1, pp. 35–42, 2008.
[121] M. L. Shiﬀman, F. Suter, B. R. Bacon et al., “Peginterferon
alfa-2a and ribavirin for 16 or 24 weeks in HCV genotype 2
or 3,” The New England Journal of Medicine, vol. 357, no. 2,
pp. 124–134, 2007.
[122] G. L. Davis, “Monitoring of viral levels during therapy of
hepatitisC,”Hepatology,vol.36,no.5I,pp.S145–S151,2002.
[123] S. S. Lee and P. Ferenci, “Optimizing outcomes in patients
with hepatitis C virus genotype 1 or 4,” Antiviral Therapy,
vol. 13, supplement 1, pp. 9–16, 2008.
[124] T. Berg, M. von Wagner, S. Nasser et al., “Extended treatment
duration for hepatitis C virus type 1: comparing 48 versus 72
weeks of peginterferon-alfa-2a plus ribavirin,” Gastroenterol-
ogy, vol. 130, no. 4, pp. 1086–1097, 2006.
[125] J. M. S´ anchez-Tapias, M. Diago, P. Escart´ ın et al.,
“Peginterferon-alfa2a plus ribavirin for 48 versus 72 weeks
in patients with detectable hepatitis C virus RNA at week 4
of treatment,” Gastroenterology, vol. 131, no. 2, pp. 451–460,
2006.
[126] M.-L. Yu and W.-L. Chuang, “Treatment of chronic hepatitis
C in Asia: when East meets West,” Journal of Gastroenterology
and Hepatology, vol. 24, no. 3, pp. 336–345, 2009.
[127] B. L. Pearlman, C. Ehleben, and S. Saifee, “Treatment exten-
sion to 72 weeks of peginterferon and ribavirin in hepatitis
C genotype 1-infected slow responders,” Hepatology, vol. 46,
no. 6, pp. 1688–1694, 2007.
[128] M. W. Fried, D. M. Jensen, M. Rodriguez-Torres et al.,
“Improved outcomes in patients with hepatitis C with
diﬃcult-to-treat characteristics: randomized study of higher
doses of peginterferon α-2a and ribavirin,” Hepatology, vol.
48, no. 4, pp. 1033–1043, 2008.
[129] M. Gao, R. E. Nettles, M. Belema et al., “Chemical genetics
strategy identiﬁes an HCV NS5A inhibitor with a potent
clinical eﬀect,” Nature, vol. 465, no. 7294, pp. 96–100, 2010.
[130] C. M. Lange, C. Sarrazin, and S. Zeuzem, “Review article:
speciﬁcally targeted anti-viral therapy for hepatitis C—a new
eraintherapy,”AlimentaryPharmacology&Therapeutics,vol.
32, no. 1, pp. 14–28, 2010.
[131] N. J. Liverton, S. S. Carroll, J. Dimuzio et al., “MK-7009, a
potent and selective inhibitor of hepatitis C virus NS3/4A
protease,” Antimicrobial Agents and Chemotherapy, vol. 54,
no. 1, pp. 305–311, 2010.
[132] K. Berman and P. Y. Kwo, “Boceprevir, an NS3 protease
inhibitor of HCV,” Clinics in Liver Disease, vol. 13, no. 3, pp.
429–439, 2009.
[133] I. Gentile, M. A. Carleo, F. Borgia, G. Castaldo, and G.
Borgia,“Theeﬃcacyandsafetyoftelaprevir—anewprotease
inhibitor against hepatitis C virus,” Expert Opinion on
Investigational Drugs, vol. 19, no. 1, pp. 151–159, 2010.
[134] F. Suzuki, Y. Suzuki, N. Akuta et al., “Sustained virological
response in a patient with chronic hepatitis C treated by
monotherapy with the NS3-4A protease inhibitor telaprevir,”
Journal of Clinical Virology, vol. 47, no. 1, pp. 76–78, 2010.
[135] J. G. McHutchison, M. P. Manns, A. J. Muir et al., “Telaprevir
for previously treated chronic HCV infection,” The New
England Journal of Medicine, vol. 362, no. 14, pp. 1292–1303,
2010.